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Explicit discrimination and 
health: development and 
psychometric properties of an 
assessment instrument
Discriminação explícita e saúde: 
desenvolvimento e propriedades 
psicométricas de um instrumento
ABSTRACT
OBJECTIVE: To develop an instrument to assess discrimination effects on 
health outcomes and behaviors, capable of distinguishing harmful differential 
treatment effects from their interpretation as discriminatory events.
METHODS: Successive versions of an instrument were developed based on a 
systematic review of instruments assessing racial discrimination, focus groups 
and review by a panel comprising seven experts. The instrument was refi ned 
using cognitive interviews and pilot-testing. The fi nal version of the instrument 
was administered to 424 undergraduate college students in the city of Rio de 
Janeiro, Southeastern Brazil, in 2010. Structural dimensionality, two types of 
reliability and construct validity were analyzed.
RESULTS: Exploratory factor analysis corroborated the hypothesis of the 
instrument’s unidimensionality, and seven experts verified its face and 
content validity. The internal consistency was 0.8, and test-retest reliability 
was higher than 0.5 for 14 out of 18 items. The overall score was higher 
among socially disadvantaged individuals and correlated with adverse health 
behaviors/conditions, particularly when differential treatments were attributed 
to discrimination.
CONCLUSIONS: These fi ndings indicate the validity and reliability of the 
instrument developed. The proposed instrument enables the investigation of 
novel aspects of the relationship between discrimination and health.
DESCRIPTORS: Prejudice. Interpersonal Relations. Socioeconomic 
Factors. Health Inequalities.
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The discrimination construct is closely related to the 
idea of injustice and, as such, has been conceptualized 
as the “process by which a member, or members, of 
a socially defi ned group is, or are, treated differently 
(especially unfairly) because of his/ her/ their member-
ship of that group.”15 It has been studied worldwide 
in several fi elds of knowledge, such as anthropology, 
epidemiology, sociology and psychology, with 
extensive literature documenting important discrimi-
nation effects on people’s daily lives. For instance, 
discrimination has been associated with negative health 
outcomes,25 diffi cult access to the labor market,6 and 
residential segregation.25
Disc riminatory practices may be based on character-
istics such as gender, age, physical appearance, race, 
ethnicity, social class, and other socially ascribed 
or acquired characteristics. These multiple types of 
discrimination may also be combined and experienced 
all at once by their victims.4 Yet, discriminatory prac-
tices and their behavioral and cognitive responses may 
vary depending on the social context and historical 
time period.
A systematic review of instruments assessing racial 
discrimination3 found no widely employed instrument 
RESUMO
OBJETIVO: Desenvolver instrumento para avaliar os efeitos de experiências 
discriminatórias sobre condições e comportamentos em saúde, capaz de 
distinguir efeitos patológicos da exposição a tratamentos diferenciais de sua 
interpretação como eventos discriminatórios.
MÉTODOS: Versões sucessivas do instrumento foram elaboradas com base em 
uma revisão sistemática da literatura sobre escalas de discriminação, grupos 
focais e apreciação por um painel de sete especialistas. O refi namento do 
instrumento foi atingido por meio de entrevistas cognitivas e estudo-piloto, de 
modo que sua versão fi nal foi aplicada em 424 estudantes de graduação no Rio 
de Janeiro, RJ, em 2010. A estrutura dimensional, dois tipos de confi abilidade 
e validade de construto foram avaliadas.
RESULTADOS: A análise fatorial exploratória corroborou a hipótese de 
unidimensionalidade do instrumento e sete especialistas indicaram que este 
apresentava validade de face e conteúdo. A consistência interna foi de 0,8 e a 
confi abilidade teste-reteste foi maior do que 0,5 para 14 dos 18 itens. O escore 
foi estatisticamente mais alto em indivíduos socialmente desprivilegiados e 
associou-se com comportamentos/condições de saúde adversos, especialmente 
quando tratamentos atribuídos à discriminação foram considerados.
CONCLUSÕES: Estes resultados sugerem validade e confi abilidade do 
instrumento desenvolvido. A escala apresentada permitirá investigar aspectos 
inovadores das relações entre discriminação e saúde.
DESCRITORES: Preconceito. Relações Interpessoais. Fatores 
Socioeconômicos. Desigualdades em Saúde.
INTRODUCTION
that has been adapted for use in different sociocultural 
backgrounds. Almost all instruments have been recently 
developed, mainly in the United States (U.S.), and 
are in early stages of construction and refi nement. In 
addition, most instruments have been developed for 
use in specifi c population groups such as U.S. school-
children and self-classifi ed black women, and they 
address specifi c aspects of discrimination or different 
constructs simultaneously, e.g., racism, prejudice and 
discrimination per se.
In spite of social and historical specifi cities, discrimi-
nation may be viewed as a universal construct, with 
common aspects and forms of manifestation in different 
population groups. And the development of instruments 
for assessing discrimination potentially adaptable 
to different sociocultural backgrounds is a relevant 
goal. These initiatives are aligned with a universalist 
approach,23 which posits that “basic psychological 
processes are likely to be commom features of human 
life everywhere, but their manifestations are likely to be 
infl uenced by culture. […] Methodologically, compari-
sons are employed, but cautiously, [and] assessment 
procedures are likely to require modifi cation”5 from 
one context to another.
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This study aimed to develop and psychometrically 
assess an instrument addressing lifetime experiences of 
discrimination considering different life domains and 
a range of possible motivations. The instrument is also 
intended to be potentially adaptable to different contexts 
and population groups based on the aforementioned 
universalist approach.
METHODS
The study adopts an intersectionality perspective,8 in 
which different types of discrimination (e.g., race and 
gender discrimination) may interact and may be expe-
rienced at the same time. This instrument was designed 
to assess discriminatory experiences at an interper-
sonal level, with a focus on behaviors resulting from 
intentional cognitive processes of their perpetrators.19 
The instrument assesses only explicit discrimination, 
conceptualized as isolated acts of discrimination of 
a single individual who discriminates against others 
based on personal prejudice.19 Explicit discrimination 
may manifest itself as a set of behaviors of varying 
intensities,7 including verbal antagonism and avoid-
ance, as well as segregation, physical attacks and exter-
mination of groups or individuals. According to Blank 
et al7 (2004), explicit discrimination may occur within 
fi ve different life domains: labor market; educational 
system; housing/mortgage lending; criminal justice 
and health services. Discriminatory practices in each 
of these domains are seen mainly regarding access to 
institutions, performance and evaluation of certain tasks 
and advancement to higher levels or stages, involving 
perpetrators that are specifi c to these settings.
Prior to the development of a preliminary set of items, a 
systematic literature review3 was conducted to describe 
and review psychometric properties of instruments for 
assessing racial discrimination. This review showed 
that none of the reviewed instruments consider the 
attribution of differential treatments to discrimination 
as a primary appraisal of threat in one’s environ-
ment, as previously proposed in the literature.18 The 
attribution of differential treatment to discrimination 
(whether an event has the potential for harm or loss) 
was examined. Therefore, the experience of differential 
treatment and its attribution to discrimination were 
devised to be recorded separately, by different items 
of the present instrument, allowing to answering the 
following research question: Are the health effects of 
discrimination a consequence of the reported differ-
ential treatment or its attribution to discrimination by 
stigmatized individuals?
In addition to the literature review, a qualitative 
study4 helped drafting the items. Meanings attributed 
by college students to discrimination and prejudice 
were assessed in order to grasp the relevance of these 
constructs within this sociocultural background. The 
reported experiences of discrimination, life situations 
in which they occurred, and their association with the 
fi ve domains proposed by Blank et al7 (2004) were 
also investigated.
Based on the qualitative study4 and the literature review3 
a preliminary set of items was developed. The fi rst 
version comprised 28 items, which were discussed 
individually with seven experts (six Brazilians and one 
American) between November and December 2009. 
The experts were senior researchers in public health, 
psychology, and anthropology, and they reviewed the 
format and content of the items, as well as the face and 
content validity of the instrument as a whole.
Although the development of items regarding specifi c 
life events may negatively affect content validity, this 
approach was used to address the phenomenon of 
intra-category variability, i.e., incorrect grouping of 
discrimination experiences that refl ect different mani-
festations of the phenomenon.10 Terms such as racism, 
discrimination, race, prejudice, among others, were 
not used in the formulation of the instrument’s items to 
minimize the emotional impact on respondents while 
addressing such a sensitive topic.
Respondents are inquired about their experiences 
of specifi c negative differential treatments, without 
defi ning a recall period. Items were developed to refl ect 
the construct map outlined above, as well as reports 
by focus groups in the qualitative phase of the study. 
However, items were not arranged according to a theo-
retical gradient of intensity specifi ed in the construct 
map; for example, it was assumed that respondents 
would fi rst answer items on physical aggression, and 
then on verbal antagonism because this would sound 
more natural, resembling the way different experiences 
of discrimination were reported in focus group sessions. 
The answers to these items are recorded on a 4-point 
Likert scale: “none” (0); “rarely” (1); “several times” 
(2); and “always” (3). Those respondents answering 
“yes” to the questions on negative differential treat-
ments are asked three additional subitems for each of 
the situations reported. The fi rst subitem includes one 
or more motivations for differential treatment (e.g., 
socioeconomic position; race; physical disability) and 
the other two investigate the level of discomfort caused 
and the attribution of the reported event to discrimina-
tion. The level of discomfort caused by the differential 
treatment is measured on a 4-point Likert scale (“low;” 
“intermediate;” “high,” and “very high”), while the 
attribution of the differential treatment to discrimination 
is measured dichotomously (no/yes).
Four pre-testing sessions were carried out using 
preliminary versions of the instrument involving 10 
undergraduate college students in social sciences from a 
public university in Rio de Janeiro, Southeastern Brazil, 
in March 2010. A cognitive interviewing technique was 
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applied and pre-test sessions were conducted as follows: 
(1) respondents were asked to paraphrase all items of 
the instrument and to defi ne the meaning of specifi c 
terms, such as discrimination, prejudice and discom-
fort; (2) the process used in response formulation was 
explored, with particular attention to any diffi culties 
in choosing the most appropriate answer options; and 
(3) assessment of how easy to understand the general 
instructions were, and how respondents dealt with ques-
tions that should be left blank or skipped.
The instrument was revised based on the fi ndings of the 
cognitive interviews and a pilot-study carried out with 
15 students from different areas at the same university. 
A fi nal version was produced and applied to a larger 
group of 424 university students. The instrument for 
assessing discrimination was designed as a section of 
a self-administered questionnaire that also provided 
information on smoking, alcohol use (based on the 
Alcohol Use Disorders Identifi cation Test – AUDIT),1 
self-reported health status, common mental disorders 
(based on the General Health Questionnaire),12 socio-
economic status (based on the Brazilian National 
Wealth Score – IEN),2 parental education, gender, age 
and self-reported skin color/race (based on the Brazilian 
Institute of Geography and Statistics categories). Other 
information included marital status, course attended and 
whether college admission was through a quota system. 
Access to this university is through an entrance exam, 
where 45% of places are reserved for students self-
reported as black, with mixed skin color or indigenous, 
who come from public schools, have disabilities, and 
are children of policemen, fi refi ghters, security agents 
and prison administration offi cers killed or disabled 
in service. Another self-administered questionnaire 
including only items on experiences of discrimination 
was applied 15 days later in 13% (n=55) of the students 
to estimate the instrument’s test-retest reliability.
Participants were selected based on a survey conducted 
in 2008. This is an electronic survey carried out twice 
a year as part of the students’ registration process 
that provides detailed data on skin color/race, gender, 
parental education, and age. The analysis of data 
showed that communication, engineering, geography, 
history and psychology were attended by students with 
more diverse socioeconomic and demographic profi les. 
Thus, the self-administered questionnaire was prefer-
ably, but not exclusively, applied to students from these 
courses. All questionnaires were applied between April 
and May 2010.
About two-thirds of the respondents of the fi nal instru-
ment were in the fi rst and second years of college. 
Almost 40% of the 424 respondents were enrolled as 
undergraduate students of psychology and biology. 
Approximately 60% were female, 60% were 18 to 21 
years old, and almost all of them (90%) were single. 
Approximately half of them self-classifi ed as white, 30% 
as mixed skin color and 15% as blacks. Approximately 
40% had been admitted to college through an admis-
sion quota and 40% had parents with 13 or more years 
of schooling. The socioeconomic profi le of this sample 
was higher, compared to the general population of 
the city of Rio de Janeiro, using the IEN distribution 
based on the 2000 Brazilian census. More than 70% of 
the respondents fell within the highest socioeconomic 
quintile for the population of the city of Rio de Janeiro.
With regard to the psychometric properties of the 
instrument, it was fi rst carried out a description of the 
score distribution and relative frequencies of items 
on differential treatment attributed to discrimination 
by gender, age, skin color/race, type of admission to 
college and socioeconomic status.
Three combinations of items were then tested using an 
exploratory factor analysis: (1) only items on exposure 
to negative differential treatment; (2) a combination of 
items on differential treatment and discomfort caused 
by these experiences (positive responses were those 
reporting, at least, some discomfort); and (3) a combi-
nation of information on exposure to differential treat-
ments and their attribution to discrimination (respon-
dents who were discriminated against were those whose 
differential treatment experiences were attributed to 
discrimination). The motivations for the reported differ-
ential treatments were not an object of analysis and they 
will be addressed in future publications.
With regard to dimensional validity, the initial assump-
tion was that all items refl ected a single conceptual 
dimension.7 The fi rst step of the factor analysis included 
Bartlett’s test of sphericity and the Kaiser-Meyer-Olkin 
measure of sampling adequacy, which was performed 
for all items and for each one individually. Statistically 
signifi cant p-values (p<0.05) in the Bartlett’s test and 
measures greater than 0.5 in the Kaiser-Meyer-Olkin 
test indicated that we could proceed with the factor anal-
ysis.14,22 Polychoric transformation of the correlation 
matrix of items was performed to meet factor analysis 
assumptions. The resulting matrix was assessed using 
the principal axis factoring method to extract factors.22 
The number of factors to be retained was determined 
by the magnitude of the eigenvalues, percent of vari-
ance explained and visual analysis of the scree plot.22
The discrimination score was calculated by summing up 
all its 18 items, so that higher scores indicated higher 
frequency of exposure to discrimination. Given that 
items were measured using a 4-point Likert scale (0, 
1, 2, and 3), the fi nal score could range between zero 
and 54. This score allowed to assess the instrument’s 
construct validity based on comparisons of extreme 
groups and convergent validity tests. The analysis 
of extreme groups consisted of a comparison of the 
discrimination score distribution among groups with 
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different “quantities” of the construct, i.e., popula-
tion groups who are in theory more or less frequently 
discriminated against. It was hypothesized that self-
reported blacks or mixed skin color, women, individuals 
who were older, poor and admitted through college 
admission quotas would score higher.4 The convergent 
validity assessment, which tests the correlation between 
the discrimination score and other measures to which it 
should be associated, was checked using estimates of 
association with alcohol use, smoking, common mental 
disorders and self-reported health status. These health 
behaviors and conditions have been associated to stress 
factors and experiences of discrimination in previous 
studies.25 Given the skewed distribution of the discrimi-
nation score, the Mann-Whitney U test and the Kruskal-
Wallis test were used for these comparisons. The level 
of statistical signifi cance was 5% for two-tailed tests. 
Two dimensions of reliability were assessed: internal 
consistency with Cronbach’s alpha and test-retest by 
weighted kappa coeffi cients.
The study was approved by the Research Ethics 
Committees of both the institutions involved: 
Universidade Federal de Pelotas (process number 
012/08) and Universidade do Estado do Rio de Janeiro 
(process number 0016.0.259.000-08). Participation at 
any step of the study was voluntary and all participants 
signed an informed consent form.
RESULTS
The qualitative study showed that the constructs of 
discrimination and prejudice are relevant and appli-
cable within the sociocultural background studied. In 
general, the meanings attributed to discrimination in the 
focus groups were close to the concept of discrimina-
tion described in the study’s theoretical framework. 
Experiences of discrimination were reported within the 
expected domains, except for housing, which was not 
mentioned by the focus groups. The domains of public 
and private services, affective-sexual relationships and 
family environment were added as they were relevant 
for students of the age group studied. Contrary to what 
was expected, the participants showed diffi culty in 
rating their discriminatory experiences in a scale of 
intensity. They also reported discriminatory experiences 
with multiple motivations, indicating that the instru-
ment should allow entering more than one reason for 
the same differential treatment experienced.
The panel of seven experts pointed out aspects of 
face and content validity, structure and wording of the 
preliminary set of items. At the end of this process, the 
preliminary set of items, which initially had 28 ques-
tions, consisted of 18 questions about discriminatory 
experiences (Table 1) and one question on witnessing 
differential treatment perpetrated against others.
Cognitive interviews showed that the instrument’s 
instructions needed to be shorter, straightforward and 
more easy to understand, and that some items had to be 
reworded for consistent interpretation. These changes 
were mainly to clarify that the items were addressing 
differential treatments with a negative connotation only. 
These interviews also indicated that the wording should 
be simpler and more colloquial. The pilot study helped 
determining the average time for instrument comple-
tion, which ranged between 25 and 45 minutes. It also 
showed that the proposed logistics for fi eld work was 
adequate with minimal interference with the students’ 
schedule, so that there were no refusals to participate 
in the study.
As for the assessment of the instrument’s psychometric 
properties, the results here described refer to the combi-
nation of items inquiring about exposure to differen-
tial treatments and the attribution of these events to 
discrimination as they showed the best psychometric 
performance. The discrimination score showed a right-
skewed distribution. The mean, median and standard 
deviation of the score were 3.5, 2 and 4, respectively, 
ranging from zero to 25. Almost 75% of the respondents 
reported at least one episode of differential treatment 
attributed to discrimination. The frequency distribution 
of items in the instrument showed that 10 out of 18 
items were given a positive answer by 10% or more of 
respondents. Items 1, 3, 5, 8, 9, 15, 17 and 18 had the 
lowest frequencies of positive answers. Low variability 
was also seen according to gender, age, skin color/
race, type of college admission and socioeconomic 
status. The only exceptions were item 1, according to 
skin color/race and type of college admission; item 
8, according to age and skin color/race; and item 18, 
according skin color/race, type of college admission 
and socioeconomic status.
Two-thirds (86/144) of the correlation coeffi cients 
among the 18 items about experiences of discrimina-
tion were greater than 0.3, ranging from 0.3 to 0.7. 
This correlation matrix showed a p<0.001 in the 
Bartlett’s test of sphericity and a coeffi cient of 0.6 in 
the Kaiser-Meyer-Olkin test. Except for items 7, 8 and 
14, the remaining ones showed a Kaiser-Meyer-Olkin 
coeffi cient greater 0.5, ranging between 0.5 and 0.9.
The exploratory factor analysis identifi ed a single 
factor that showed a signifi cantly higher eigenvalue 
(6.6) than the others, such as the second (1.4) and 
third (0.9) factors. In addition, the fi rst factor was the 
only one to have exclusively positive loadings, all of 
them higher than 0.4 and most of them (17 out of 18 
[94%]) ranging between 0.5 and 0.6. Half of the items 
(1, 3, 4, 7, 9, 12, 14, 15 and 18) loaded on the second 
and/or third factors, but their loadings were of lesser 
magnitude than those estimated for the fi rst factor and 
had positive and negative signs, contrasting with what 
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was theoretically predicted. The retention of only one 
factor was also supported by the analysis of the scree 
plot with an “elbow” in the transition between the fi rst 
and second factors. The fi nal factor solution, including 
the 18 original items and a single factor to be retained, 
is presented in Table 2. The percentage of variance 
explained by this solution was 56%, and the propor-
tion of common variance not attributable to the factor 
(uniqueness) ranged between 0.5 and 0.7 for all items.
The instrument’s internal consistency measured by 
Cronbach’s alpha was 0.8 and the consecutive exclu-
sion of items did not signifi cantly change it (differences 
were around 0.01). The item-instrument and item-rest 
correlations ranged between 0.2 and 0.6. The test-retest 
reliability assessed through weighted kappa was greater 
than 0.5 for 14 of 18 items. Items 4, 5, 8 and 16 had 
coeffi cients of 0.3, 0.3, 0.2 and 0.1 respectively. In 
summary, item 8 showed the poorest psychometric 
performance with low relative frequency, low Kaiser-
Meyer-Olkin coeffi cient and low test-retest reliability. 
All other items with little variability showed satisfac-
tory results with regard to the other psychometric 
indicators mentioned.
T he discrimination score was statistically higher among 
those self-reported with mixed and black skin color, 
females, those admitted through college admission 
Table 1. Items of the instrument for assessing discrimination in English (free translation). City of Rio de Janeiro, Southeastern 
Brazil, 2010.
Item Specifi c situation of differential treatment
1
Have you ever been mistaken for an employee of an establishment, when ,you were actually a customer? For 
instance, mistaken for a salesperson, clerk or waiter?
2
While at stores, restaurants or snack bars, have you ever been treated in an inferior manner compared to other 
customers?
3
While at government agencies, such as registry offi ces, traffi c departments, water, electricity, sewage companies or 
other, have you ever been treated in an inferior manner compared to other people?
4
Have you ever been watched, chased or arrested by policemen or security guards without giving reasons for that? 
Think that it might have happened at stores, banks, in the street, parties, public places, among others.
5
Have you ever been physically assaulted by policemen, security guards, unknown people or even acquaintances 
without giving reasons for that?
6
Have you ever been treated as if you were unintelligent or unable to perform any activity at school or college? 
Consider current (college) and past (school) situations in which you were treated like this by teachers or friends, 
even when you were able or suffi ciently intelligent to perform these activities.
7
Have you ever been treated as if you were unintelligent or unable to perform any duties at the workplace? Consider 
the situations in which you were treated like this by colleagues, superiors and customers, even when you were able 
to perform these duties.
8
Have you ever been evaluated in exams or other academic activities at school or college in an unfair manner 
compared to your colleagues?
9 Have you ever been evaluated in an unfair manner compared to your colleagues at the workplace?
10
While trying to date somebody, have you ever been treated with contempt, without having given reasons for that? 
Consider only situations in which you were treated worse compared to others that also tried to date with this 
person.
11
Family of someone with whom you had an intimate relationship rejected you or tried to force you to stop your 
relationship with him/her?
12
Have you ever been treated in an inferior manner by your parents, uncles/aunts, cousins or grandparents compared 
to other relatives?
13
Have you ever been called names, which you didn’t like or which were pejorative? Think that this might have 
happened in the street, buses, shopping malls, banks, stores, parties, schools, workplaces or other public places.
14
Have you ever been excluded or left out by a group of school or college friends? Think that this might have 
happened recently (college) or in the past (school) while engaging in sports, attending classes, working in groups, at 
parties, meetings or other encounters with friends.
15
Have you ever been excluded or left out by your coworkers? Think that this might have happened while working in 
teams, meetings, congresses, events or parties and informal meetings.
16
Have you ever been excluded or left out by people in your neighborhood? Think that this might have happened in 
neighborhood meetings or parties, or social other events.
17
Have you ever taken part in a selection process for a job in which you were rejected despite seemingly having the 
best qualifi cations among all candidates?
18
While visiting health centers, hospitals or other health services, have you ever been treated in an inferior manner 
compared to other people?
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quotas and those with lower socioeconomic status 
(Table 3). The score was also statistically higher among 
those who reported ever smoking (especially before 
the age of 17), those with common mental disorders 
and those who self-rated their general health status as 
regular/poor/very poor.
DISCUSSION
This study presents the fi rst instrument to assess explicit 
personally-mediated discrimination, proposed outside 
the context of high-income countries. To our knowl-
edge,3 previous instruments were developed exclusively 
in the U.S., with the exception of the Measure of 
Indigenous Racism Experiences, developed by Paradies 
& Cunningham in Australia.20 Context specifi cities 
must be taken into consideration since Brazilian social 
relations are rather different to the U.S.’s, even more 
so if racial issues are considered. Particularly, inexis-
tence of open social and racial confl icts, cordiality and 
miscegenation have been reported to be outstanding 
sociologic features of the Brazilian society. Also, the 
racial classifi cation system in Brazil has been regarded 
as contextually dependent, subjective and imprecise.17 
The Brazilian color continuum is based on the assign-
ment of social distinctions to various skin color tones 
and terminologies used to very specifi cally allocate 
individuals along a spectrum, ranging from black to 
white.13 There is also a close relationship between socio-
economic status and race in Brazil, such that socially 
rising blacks or mixed skin color may self-classify 
– and be socially accepted – as whites. In terms of 
discrimination, specifi cally racial discrimination, some 
authors have argued that Brazilians show a tendency not 
to engage in social confl icts. However, in social inter-
actions in which power disputes are involved, racial 
discrimination may be manifested as way to resolve 
these confl icts and clearly demarcate social positions.11
In part, some of these issues were refl ected in the devel-
opment of the present instrument for assessing discrimi-
nation and the results here described. For instance, the 
association between race and socioeconomic status, as 
well as previous studies on the reporting of multiple 
types of discrimination,4 infl uenced the development 
of an instrument that allows respondents to inform on 
multiple motivations for differential treatments they 
have experienced. This approach allows to examining 
the relative impact on health outcomes of differential 
treatments with multiple motivations compared to those 
with a single one. This has been poorly investigated 
and there is limited evidence suggesting that different 
forms of discrimination tend to be equally harmful,21 
but with potential to be even more health-damaging 
when experienced simultaneously.a
The low variability of some instrument’s items such as 
1, 3, 17 and 18 could mean that these aspects are not 
a common expression of discrimination in Brazilian 
social interactions; alternatively, they may only be 
infrequent in our sample of college students. From a 
psychometric viewpoint,9 items with a low percentage 
of positive answers are potential candidates for 
exclusion as they do not help differentiating levels of 
exposure to discrimination. Future studies assessing 
this instrument in other population groups should 
consider the low variability of these specifi c items and 
re-examine their pertinence in the instrument.
In addition to producing information on different types 
of discrimination, another innovative aspect of the 
proposed instrument is that it may distinguish the effects 
of exposure to differential treatments of any kind from 
the attribution of these events to discrimination. During 
the qualitative phase of instrument development,4 we 
observed that, even though some participants reported 
experiences of differential treatment motivated by 
socially ascribed or acquired characteristics – which, 
in theory, all conform to the defi nition of an interper-
sonal discriminatory event – they did not attribute 
these experiences to discrimination. This led us to 
include a subitem in the instrument on the attribution 
Table 2. Factor loadings and uniqueness values of the 
instrument assessing discrimination with a single latent factor. 
City of Rio de Janeiro, Southeastern Brazil, 2010. (N = 424)
Itema Factor loading Uniqueness
1 0.64 0.59
2 0.60 0.64
3 0.54 0.70
4 0.60 0.64
5 0.55 0.70
6 0.61 0.63
7 0.64 0.58
8 0.59 0.65
9 0.61 0.63
10 0.61 0.62
11 0.61 0.62
12 0.48 0.77
13 0.61 0.63
14 0.66 0.56
15 0.68 0.54
16 0.59 0.65
17 0.65 0.58
18 0.54 0.70
a Item content is presented in Table 1.
a Frykman J. Discrimination: a threat to public health: fi nal report of Health and Discrimination Project. Stockholm: National Institute of Public 
Health; 2006.
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of experiences of differential treatment to discrimina-
tion, which, according to Major et al18 (2002), has been 
used mainly in research on sexual violence against 
women. Studies have suggested it is the very experi-
ence of harmful events, such as unwanted sex, that 
negatively impacts indicators of well-being, not the 
attribution of these events to any type of discrimination. 
However, this fi nding is not consistent with Schimtt & 
Branscombe’s24 (2002) claim that it is the perception of 
an individual as a victim of discrimination that nega-
tively affects his or her well-being. It is thus necessary 
to explore whether these fi ndings hold for other types 
of discrimination, besides sexual harassment – the 
instrument here presented could be used in large health 
surveys to address such a controversial topic.
With regard to the limitations of the present instru-
ment, we recognize that explicit discrimination has not 
been the only type of discrimination discussed from 
a theoretical and empirical perspective. According to 
Blank et al’s7 (2004) typology, there are also subtler and 
institutionalized forms of discrimination, which should 
Table 3. Relative frequency of individuals showing an instrument score of 3+, mean and standard-deviation of the instrument’s 
score, according to sociodemographics and health behaviors and conditions. City of Rio de Janeiro, Southeastern Brazil, 2010. 
(N = 424)
Variable
% of individuals with an 
instrument score of 3+
Mean Standard-deviation p-valuea
Skin color/ raceb <0.001
White 38.4 2.9 3.1
Mixed 37.3 3.5 4.4
Black 59.4 5.2 4.9
Gender 0.020
Male 38.3 3.1 3.8
Female 43.6 3.7 4.0
Age group (years) 0.147
18–19 39.3 2.8 3.0
20–21 37.8 3.4 4.1
22–35 46.3 4.0 4.4
College admission through quotas <0.001
No 32.4 2.6 2.9
Yes 53.0 4.6 4.8
Socioeconomic status (quintiles) 0.035
1 (poorest) 56.6 4.1 4.6
2 44.4 4.1 4.2
3 37.0 2.9 3.9
4 40.2 3.4 3.7
5 (wealthiest) 29.6 2.7 3.2
Alcohol use 0.329
No 41.1 3.4 3.8
Yes 43.7 3.9 4.3
Have you ever smoked? 0.027
No 38.1 3.1 3.7
Yes, before the age of 17 50.9 4.2 4.2
Yes, after the age of 17 36.9 3.4 4.4
Common mental disorders <0.001
No 33.8 2.6 3.1
Yes 53.4 4.9 4.8
Self-rated health status <0.001
Very good/good 38.9 3.2 3.9
Regular/ poor/very poor 60.4 5.4 4.3
a Mann-Whitney U test or Kruskal-Wallis test.
b Self-classifi ed Asians and indigenous were excluded from the analysis since they comprised only six participants.
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also be measured for a more comprehensive assessment 
of their prevalence and health effects. Krieger et al16 
(2010) recently showed that the unconscious perception 
of discrimination experiences also has an impact on 
health, particularly hypertension. This suggests that the 
associations between health conditions and discrimina-
tory experiences explored through the present instru-
ment refl ect a limited aspect of a wider causal network 
involving other forms of manifestation of discrimination.
Another important point refers to the reference popula-
tion used for the construction of the instrument. Even 
though students from undergraduate courses with 
diverse socioeconomic and demographic profi les took 
part in this study, they represent a small and specifi c 
segment of the Brazilian general population, with 
a relatively high socioeconomic status. Some items 
included in the instrument refl ected this sociocultural 
background; for instance, questions about experiences 
of discrimination at school and college apply only to 
people who have attended school. Also, the choice for 
a self-administered questionnaire, a strategy that aimed 
to minimize interviewer effects on reporting of sensitive 
information, also limits its use in surveys that include 
either illiterate or poorly literate populations.
These and other issues must be taken into consideration 
when adapting the instrument for use in different popula-
tions in both national and international contexts. In new 
research contexts, those items that showed low vari-
ability, as well as inadequate psychometric indicators, 
could be reassessed, reformulated or even replaced by 
other items that have a similar position in the construct 
map. Further psychometric evaluations, including 
discriminant validation and more rigorous techniques, 
such as confi rmatory factor analysis, are needed. This 
instrument was named EDE, acronym for “Escala de 
Discriminação Explícita”, or Explicit Discrimination 
Scale, in English.
SUPPLEMENTARY MATERIAL
The full version of the EDE (Explicit Discrimination 
Scale) is available in the online version of this article 
at www.scielo.br/rsp
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